Ole, Cincinnati  Authorization for Usc and/or Disclosure

Of Protected Health Information
Chidren's -
MEDICAL RECORD #:

" PATIENT INFORMATION (Please Print):

Last Name First Name Middle Instial Maiden Name (if epplicable) Gender
Address City State Zip Code Phone Number
Date of Binth Social Security Number Emalil Address (opliopal)

Please check/specify the following type of information, including dares of rearment, that you want ™ be
disclosed pursuant to this Authorization. Failure to specify will render this Authorization invalid.

Dates of Treatment/Particular [llness/Admission Requested:

[0 Discharge Summery [] Academic/Educarionel Information Purpese for Disclosure
[] History & Physical Other
[] Educational Evaluations Other X School
E Ommomlm ‘I‘ha:w!?hysﬂg l O INPATIENT MEDICAL The of the ase and/ar disclomure of this
' i ALL INPA' MED parposc of the ase
Therapy Evaluations RECORDS (See Note) foformation is 0 best provide for (he student’s
[ Hospital School Attendance ] ALL OUTPATIENT MEDICAL | S T e e eettiag asd
[] School Recommendations RECORDS (Secc Note) or achesl suiting
Nm \
School
Title
Street Address
City, State, Zip
Telephone Namber
Records may be: (] Mailed [ Picked up by Whom:
[] Revicwed only [[] In-Person Meeting
[] Faxed (] Sbared by Telephone

mmm:nnmumpmmm.ﬂumcmm or soaner by my choice, in which case, Authorizetion will expire on
(event) ocenrs. This Autharization may be revoked at any time (o the extent
memdndomcmwnkudymdmbmmhm In order w revoke the Auntharization (he
individual/parcnt/legal gnardian must submit a revocation request in writing to the Health Information Management department, 636-8233.
Please refer o Cincinnati Children's Hospital Medical Center's (CCHMC) Notice of Privacy Practices.

CCHMC will not condition treatment, payment, carcllment ar eligibility for benefits on the execution of this Authorization. The
informadon vsed or disclosed as a resull of this Auwtharization may be subject to redisclosure by the persan ar entity receiving such
information, and thus no longer protected by the fiederal privacy regulations. | understapd that a standardized foc has been established for
copies of medical records. Please inquire regarding these fecs pnor to requesting copies.

I, the undersigned, hereby anthorize Cincinnati Children's Hospital Medical Center to usc and/or disclose mformation from my (or give
rclationship) medical or financial record as specified above. This authorization mcludes the use and/or
disclosure of information concerning HIV testing or treatment of AIDS or AIDS-related conditions, any drug or alcohol abuse, drug-related
conditions, alcoholism, and/or psychiatric/psychological conditions to the above mentioned entity(s).

Signature: Date: [] Patient [] Parent [] Legal Guardian

The above siaterments must ba signad and daled to be vaild. if the patiant is an emandipated minor or 18 years of ege, hﬁnhmnmuw:
If GCHMC raquests this Authorizstion for ts own use of diaciosurs, lmd’ﬂ#“ﬂﬂmmﬂnmuhmm
Request Has Been Fulfillad: [ Yes, Initials

Cincinnati Children's Hospital Medical Center » 3333 Bumet Avenue « MLC5015 & Cincinnad, Ohio 45229
Form FO1b - CCHMC HIPAA Privacy Pelicy 1305, Authorization for Use or Disclosure of PHI Effective 4/14/03




